25.6.48: Plastic cast inserted into proximal row of carpus. Wrist immobilized in plaster for two weeks and commenced active wrist movements. 6.10.48: Figs. 3 History.-June 1947: She first noticed pain and stiffness in the middle of the back. February 1948: Her spine was manipulated at another hospital, and two months later, when she was seen in the Middlesex Hospital, a radiograph showed tuberculosis of the eighth and ninth thoracic vertebra with long paravertebral abscess shadows extending from T.4 to L. 1 ( fig. 1 ). The lung fields were clear ( fig. 2) . 10.5.48: Open-air treatment was instituted and she was placed in a plaster bed. The E.S.R. (Wintrobe) was 46 mm. in the first hour, and her temperature fluctuated from normal to 990 F. 21.6.48: She complained of a dry cough and a sharp pain in the right costal margin, made worse on breathing. Temperature 1020+ and signs of a right pleural effusion confirmed by X-ray which also showed some collapse of the right lower lobe ( fig. 4 ). The right paravertebral abscess shadow had disappeared ( fig. 3 ). 1.7.48: Aspiration of the right chest posteriorly yielded turbid yellow fluid containing numerous lymphocytes, and tubercle bacilli were found on culture.
The temperature settled in about three weeks ( fig. 5 ) and her general and local condition have since improved. In December 1948 she was apyrexial, the E.S.R. was 15 mm. in the first hour, and the affected vertebrae were recalcifying. The residual fluid in the right pleural cavity was loculated posteriorly and much decreased in amount following repeated aspiration of thick fluid with shreds of lymph coagulum containing numerous necrotic lymphocytes; and the lower edge of the right paravertebral abscess became visible again as the wall thickened.
The recent literature contains several references to the rupture of paravertebral abscesses into (a) The pleura: Seddon, 1936; Starkie, 1938 , Emrolaev, 1939 Brooks, 1942 Section of Orthopcedics 277 paravertebral abscesses are present. Conversely, these symptoms and atypical pleurisy should lead the physician to search for a focus of disease in the spine in a case where there is otherwise no reason to suspect its presence.
(2) The immediate outlook is not bad in cases in which rupture into the pleural cavity occurs F. while the patient is being treated in recumbency for the spinal disease. Repeated aspiration is of great value.
(3) Patients in whom the diagnosis of spinal caries has been missed, or who have reached the ambulant stage of treatment when rupture has occurred, appear to do badly in spite of surgical drainage (laminectomy, costo-transversectomy).
(4) Rupture into a bronchus leads to secondary infection and the results of surgical drainage are not encouraging.
(5) The occurrence of rupture of a paravertebral albscess in a case in which compression paraplegia is already present is of very grave prognostic significance.
